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I. INTRODUCTION 

Purpose 

The purpose of tnis record is to collect, analyze and report data 

relating to obstetric delivery. These data may be of use to clinicians, 
program administrators, health planners and research investiga-
tors. This manual has been prepared to ensure the uniform report-
ing of data by all Contributors engaged in cooperative research with 
the International Fertility Research Program (IFRP). it is suggested 
that the Contributor read this manual carefully before beginnitg the 
study in(! refer to it when questions arise 

Reports 
The data submitted by Contributors to the IF9P will be analyzed 

and reported to the Contributor in I standard mariner These analy-
ses will enable the Contributors to recognize trends in patienot char 
acteristics and to cornpaie methods and complications of delivery 
and duration of hospital stay The analyses will also facilitate the 
writing of reports. including the annual report of your maternity 
service. 

Unlike same other IFRP studies, there are no queries sent to the 
Contributor who completes toe Maternity Record Summary In 
complete or riconsistent data are automatically changed to "un-
known" 1by the computer The report that the Contributor rcceives 
will specify the percentage distribution of all responses that are Lin
known or are converted to unknown, and the percentage of un-
knowns for each item will be shown in the standard analysis tab!es. 
It is,therefore, incumbent upon the Contributor himself to iniitain 
a high standard of reporting and keep the numner of inconsistent 
and missing responses to a minimum 

If data for a few specific items (see page 2) are missing or 
inconsistent, the entire form will be rejected by the computer. In 
this event the form will be returned to the Contributor, who may 
then correct the form and, if he wishes, return it to the IFRP with his 
next shipment of forms. If the computer then accepts i(. the data 
w;I be loaded and will appear in the standard analysis tables. The 
standard analysis tables will be based only on forms accepted by 
the computer. 

The Contributor must remember that cases that are not ieported 
to the IFRP will not be included mmthe standard analysis tables, and 
that these tables are complete only if the data submitted to the 
IFRP are complete. If the Contributor fails to report a delivery, or 
does not correct and return an unacceptable form, these cases will 
be omitted from the standard analysis tables. 

Inclusion of patients 
The Matarnity Record Summary (Appendix A) is completed for 

all women who are admitted to and who subsequently deliver at the 
hospital during this admission. Women should be included in the 
study regardless of the outcome of the delivery: mature or prema-
tore ive birth, single or multiple birth or stillbirth. 

Do nct include patients who are admitted infalse labor. If the 
same patient later returns, however, and is delivered in the hospital, 
the Maternity Record Summary should be completed for her at that 
time. 

Do not include a patient with a molar pregnancy. 
Do not include any patient admitted for an induced abortion. Do 

not include patients admitted for spontaneous abortion of a fetus 
weighing less than 500 grams, or if the fetus is not weighed, with 
an estimated gestation of less than 20 completed menstrual weeks. 

Do not exclude patients who die and patients who deliver on 
weekends or holidays, 

The Maternity Record Summary should be completed for all 
births occurring at the Center during the reporting period. The 
following definition of birth is used in this manual: the complete ex-
pulsion or extraction of a fetus from its mother whether the ,imbili-
cal cord has been cut or not, or the placenta Isattached. Do not re-

cord as births fetuses weighing less than 500 grams. In the absence 
of a measured birth weight, a gestational age of 20 completed 
weeks (since the onset of the last menstrual period) isconsidered 
equivalent to 500 grams. When neither birth weight nor gestational 
age is known, a body length (crown to heel) of 25 centimeters is 
considered equ, -ient to 500 grams. Although in the past (and still 
in some countries today) an infant weighing 10)0 grams or less (28 
weeks of gestation) was not considered viable, improved standards 
of neonatal care mean that some infants weighing as 'ittle as 500 
grams (20 weeks of gestation) are viable and this is generally 
thought to be a more appropriate definition for today's maternity 
care. This definition of abirth is now generally accepted internation
ally and is approved by the International Federation of Gynaecology 
and Obstetrics. The Contributor is urged to accept these definitions 
for his study. If hirths are defined by some other criteria, the Con
tributor should remember that the standard analysis tables provid
ed by the IFRP will include all acceptable forms submitted accord
ing to definitions in this manual. 

A Contributor who is also completing the IFRP's Hospital Abor
tion Record Summary should make sure that every termination of 
pregnancy is reported on either the Hospital Abortion Record Sum
mary or the Maternity Record Summary, and that no case is re
)rted on both forms. The Contributor must decide which form to 

complete, based on the suggestions made in this section. 

Deaths 
A Death Report must be completed for every patient who dies 

after admission to the obstetiic ward, even if the death occurs on 
another ward. 

If a patient is admitted in labor and dies before delivery of the 
fetus, a Maternity Record Summary should be completed. This is 
the only situation in which a Maternity Record Summary should be 
completed for a patient with no delivery. 

A few Death Reports are sent at the initiation of every Maternity 
Record Study. If additional forms ate needed, please write to the 
appropriate Regional Coordinator at the IFRP. 

Confidentiality 
The Maternity Record Summary contains a section for personal 

identification data on each patient. The contributing Center retains 
this se,'tion. It will not be reported to the IFRP, will not be 'ncluded 
in the statistical reports and will not be used in any manner bv the 
IFRP. 

II. 	 INSTRUCTIONS FOR HANDLING 
PATIENT RECORD FORMS 

Completing the forms 
The forms should be completed with a ball-point pen in the same 

language as the form you are using. No carbon paper is necessary 
since the writing on the original (top sheet) is transferred by chem
ical process to the duplicate. In order to avoid marking more than 
one form at a time, remove each form and its duplicate from the pile 
before completina it, or place cardboard under the tup form. The top 
sheet should be sent to the IFRP and the second sheet kept for hos
pital records. 

It is essential that the person who completes the forms thor
oughly understand each question. Every attempt should be made to 
obtain correct information for each item. Where it is appropriate, 
the interviewer should ask the patient direct and objective ques
tions. When direct questioning fails, the response should be esti
mated as accurately as possible, using allied information. 

Patient order number 
The first patient in the study should be given patient order num

ber 00001, and patient order numbers should subsequently be as
signed in sequence. Care should be taken to avoid duplicate patient 
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order numbers. Forms should be returned to the IFRP in numerical 
order. 

Checking the completed forms 
Someone other than the person who originaliy completed the 

form should check the completed form to ensure that all informa-
tion is correct and complete. 

Special attention should be paid to the following items: 

21. Estimated d'uration of pregnancy 
22. Type of labor 

24. Type of delivery 

25. Primary complication of labor and/or delivery 
28. Sex of infant(s) born at this delivery 

31. Death of fetus/newborn 
32. Prirnary puerperal condition 

Forms in which these data are missing or are inconsistent with 
other items will not be accepted and will be returned to the Contrib- 
utor.Do not separate the original from the duplicate unr. all items onthe form are recorded, 

Separating the forms 
After the forms have been -;rpleted and checked for accuracy, 

the originals (top sheets) should be carefully separated from the du-
plicates by tearing along the perforated line at the top of the sheet 
(below Item 4 and above Items 5 and 24). The Center should keep 
the Patient Identification seciion of the original as well as the entire 
duplicate. 

Original copy batching 
The original of each Maternity Record Summary, excluding the 

top portion marked Patient Identification (Items 1-4), should be col
lected to become part of a monthly shipping batch. A batch is a 
group of original, completed Maternity Record Summaries in nu-
merical order that is forwarded to the iFRP for computer pro-
cessing. Each batch is to be accompanied by one Shipping Control 
Sheet (Appendix B). All original forms-completed, incomplete,
spoiled and unused-must be returned to the IFRP. 

Shipping
On the first day of every month all completed Maternity Record 

Summaries from the previous month and a Shipping Control Sheet 
should be airmailed to the following address: 

International Fertility Research Program 
Research Triangle Park 
North Carolina 27709 USA 

For shipping instructions, see Appendix B. 

Ill. GENERAL INSTRUCTIONS FOR COMPLETING 
TiHE MATERNITY RECORD SUMMARY 

Range of responses 
The categorized responses to items are intended to cover a broad 

range of possibilities not limited to the characteristics peculiar to 
any one geographical area. Thus, while some items may not be 
completely applicable to some local situations, it is extremely im-
portant that all items be completed as accurately and as consistent-
ly as possible. 

Completing the boxes 
Use only Arabic numerals. Alphabetic or other characters may 

not be used. Never write two numbers in one box, but be sure to
write one number in each box. 

For example, on the Maternity Record Summary, two boxes 
have been given for the response to Item 12-Total live births. If 
the response is ten, it will be cooed as: 

If,
on the other hand, the response isthree, it will be coded as: 

'T]
 

For items that have several possible responses it is helpful to cir
cle the number corresponding to the appropriate choice, but re
member that the number must also be written in the box. The num
ber recorded in the box is used for analysis. 

If a number is incorrectly recorded in a box and cannot be cor
rected legibly within the box, cross out the number in the box and 
write the correct number in the margin beside the box. 

"Unknown" responses
When, for any reason, the answer to an item isunknown, the person completing the Maternity Record Summary should write 9 in 

the corresponding box, Where there is more than one box for the re
sponse, 9 must be written in each box. For example, after Item 
17--Number of months since last pregnancy ended-there are 
two boxes. If the time since last pregnancy is unknown, the re
sponse would be written as: 

Exceptions to this rule will be explained under the instructions 
for those questions to which they apply. 

Avoiding the use of "unknown" responses 
If the form is completed while the patient is present, there is al

most no reason for an "unknown" response. When apatient refuses 
or is unable to answer a particular question, an "unknown" re
sponso isjustified. Contributors who routinely have large numbers 
of "unknown" responses will not have complete and comparable 
data for analysis. 

Inconsistent responses 
When the responses to two or more items are not consistent 

with each other, the response to some or all of the items will be 
changed automatically to unknown. For some items this will result 
in complete rejection of the form. 

Numbers following answer boxes 
The numbers that follow the answer boxes can usually be ig

nored; for example: 

5.Center name and number: 

The computer keypunch operator uses these numbers in tran
scribing responses from the form to computer cards. They have no 
significance for the person completing the form except in a few 
questions; for example, for Items 13, 28 and 29 there are two re
sponses, each one recorded in a separate box. 

Recording the dates 
Write the numbers corresponding to the date in the Gregorian

calendar year. The order of the date should be day, month and year. 

-3 



3 Items 1-1W 

For example, in Item 8-Delivery date-the date Apil 6, 1978 3. Patient's name 
should be rocorded as: Husband's name 

066 F--0 I6 7 ?1 4. Address 

day month year 
A This information is for internal use by the hospital/clinic.A Western calendar should be kept at the Center for ready 

reference to record or convert local dates to the Western (Gregori- Study Identification Items 5-11 
an) dates. 
Codes 	for months: C a I I 

January = 01 July = 07 	 5. CenterFname _nube:L______. 

February = 02 August = 08 	 Write the Center name in the space provided. 
April = 04 October = 10 Lach participating Center is assigned a unique three-digit num-May = 05 November = 11 ber. 	These three digits should be recorded in the space provided.June = 06 December = 12 For example, Center number 921 is recorded as: 

Recording data on multiple births q z 1-3 
Several questions on the Maternity Record can be answered for 

more than one baby in the case of a multiple birth. All the questions This item may be completed before the patient is admitted to the 
of this type (ie, 23, 27, 29, 30) refer to the baby delivered by the study. 
method described in Item 24. Item 24 refers to the most difficult 
delivery. When none of the births can be designated "most dif
ficult," 	all responses to items should refer to the firstborn infant 6. Study.iumber: 9 1 0 4-6 

For details on recording data for multiple births, sce instructions 
for coding Items 23. 27, 29 and 30 on pages 6 through 8. Each study is assigned a unique three-digit number which will be 

Whenever there is a multiple birth, complete a Multiple Birth recorded in the three boxes provided. 
Record (Appendix E) for each baby. • Study numbers are assigned by the IFRP. Special studies may be 

under.aken from time to time; for such studies, contact the IFRP for
NOTE: 	If any of these instructions are not clear or do not appear assignment of a special study number, 

consistent with your particular situation, write to the IFRP 
to request clarification before initiating the study. 

7. Patient order number: 	 LJ- i 

* Each patient must be given auniqLe patient order number. 
* Patient order numbers should start with 00001 and be assigned 

IV. 	 COMPLETING THE MATERNITY RECORD consecutively. A system should be deve!oned at the Center to en-

SUMMARY sure that no two patients are assigned the same number and no 
number 	is missed. 

Patient Identification Items 1-4 	 The patient order number cannot be more than five (5) digits long. 
The completed forms should be checked for missed or duplicate 

SInformation on Items 1-4 will not be mailed to the IFRP. but will patient order numbers. Provision should be made at the Center for Inormtain onIi C . the 	 bcross-reference of patient order number and corresponding hospital
be retained by the Center. 

or clinic patient number for possible future queries. Refer to the 
subsection, Separating the forms, in Section II, Instructions for 

1. Hospital orclinic no. 	 Handling Patient Record Forms. 

p This is the hospital or clinic registration number assigned to the 8. Delivery date: 	 12-17 

patient. 	 veeFii ... ILI~2m 
* This patient number is for internal use by the hospital/clinic. It is 	 day month year 

an important means of locating missing information that may be re- This refers to the date on which the infant was delivered. It may 
quested by the IFRP. be different from the date of admission. 

2. Admission datA day month 9. Patient's age: (completed years) 	 I 21-22 

R Write the exact number of years completed since birth.pRecord the day month and year in Arabic numerals in the space If the patient does not know her age, the clinician should estimate 
provided. For example, April 6, 1978 should be recorded as: her age from visual and other evidence. 

0 (0 0 ,q 17 
10. Patient's education: (school year completed) 0) 0 

day month year 1)1-2 2) 3-4 3) 5-6 4) 7-8 5)9-10 6) 11-12 
• Admission date is the date on which the patient was adm'tted to 7) 13-14 8) 15--1123 
the hospital. 
. If the patient is admitted to the hospital on one day, remains in Write in the box the number corresponding to the correct catego
the hospital overnight and is delivered the following day, the Ad- ry of school year completed. This refers to the level of formal 
mission date is the day before delivery. Tht.refore, Item 8-Delivery education, including primary, high school, university, professional 
date-may or m3y not be the same as the admission date. schools, trade s9;hools, business schools, but not such training as 
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Items 11-17 

apprentice training. It does not refer to the total number of years
spent in school in order to attain a particular level. For example, if 
the patient took two years to complete the fifth grade and did not 
continue studying, the number of school years completed by her is 
five years. Do not count years spent in preschool, nursery school, or 
kindergarten. This item has to be answered according the the edu-
cational structure of the given country. Some examples follow for 
clarification: 

EXAMPLE: The educational structure of acountry is six years of 
primary school, five years of secondary school and university. Trade 
school requires the completion of primary school. Business school 
requires the completion of three years of secondary school. 
Therefore: 
. If the patient completed primary school and two years in trade
school, write 4 in the box. 
. If the patient completed primary school, the first year of second-
ary 	school, and two years in trade school, write 5 in the box. 
• If the patient completed primary school, secondary school and 
two years of business school, write 7 in the box 
. if the patient completed one year of nursery school and three 
years of primary school, write 2 in the box. 
. If the patient attended primary school for five years but only com
pleted the third level of the educational system, write 2 in the box. 
• If the patient has no formal educarvon, write 0 in the box. 

1 1 Age at first marriage/uion (completed years) .2--"11 	 A tnnated 
* Incountries where the marriage ceremnony precedes the consum
mation of the marriagp by some time (usually in the case of very
young brides), the age when the sexual union was established 
should be recorded. 
* Where the patient has been married more than once, record the 
age of the first marriage ot union. 

Obstetric History Items 12-18 

NOTE: 	Items 12-18 refer to the outcomes of all preg-
nancies other than the current pregnancy and 
its termination. 

12. Total live births: 	 F"-']27-28 
* Live birth is defined as the process of birth of an infant weighing 
500 grams or more and with any sign of life, regardless of the sub-
sequent outcome. In the absence of known birth weight, 20 or more 
completed menstrual weeks of gestation (calculated from the first 
day of the last normal menstrual period) is considered equivalent to 
500 grams or more birth weight. 
* Write the number of live births in the boxes, 
* Record each infant in a multiple birth as an individual bitth. 
• If thb patient has not previously given birth to live childreo, write O 
in each of the boxes. 
. NOTE: The response for this item should not be less than the 
sum of the responses in Item 13. 

13. Children now living: number of males f""] 29 

(8 or more = 8) Fnumber 	of females 30 

* This item refers only to children born to this patient and does not 
include adopted children or her husband's children by any other 
wife. 
. Thenumberof Item 13-Childrennowliving-doesnotnecessa-
rily equal Item 12-Total live births. The number of children now 

living can never exceed the number of total live births. 
. Write the number of living male and living female children in the 
appropriate box. 
. If there are no living male or female children, write 0 in the appro
priate box. 
• If there are eight or more living male or female children, write 8 in 
the appropriate box. 

14. Duration of breast-feeding of last live birth:
0)did not breast-feed 1) <3 months 2) <6 3) <94) <12 	 5)<15 6)<18 7)<21 8)1 21 months 

Record the duration of breast-feeding of the last child who was 
born alive even if that child is no longer living. 

EXAMPLE: If the patient breast-fed the last child for four months,
record 2 in the box, ie. at least three but less than six completed 
months. 

15 	 Number of stillbirths (8ormore= 8) 1132 
Stillbirth is defined as the process of birth of a fetus weighing 500 

grams or more (equivalent to 20 menstrual weeks' gestation) with 
no evidence of life after birth. 
. Write in the box the total number of previous pregnancies termi

ii stillbirth 
I If there were eight or more previous stillbirths, wiite 8 in the box. 

16 	 Outcome of last pregnancy 0) not previously pregnant
 
11live birth. full term. still living 2) live birth, full term.
 
deceased 3) live birth, premature, still living 4) live birth.
premature, deceased 5) stillbirth 6) induced abortion7)spontaneous abortion 8) other _____ 

Care should be taken that the response to this item is consistent 
with responses to Items 12 and 15. 

Live birth (See Item 12). 
Full term is defined as any infant delivered at 37 or more com

pleted menstrual weeks of gestation. (This includes "post-term" 
infants of 42 or more completed weeks of gestation.) 
' Premature is defined a, any infant delivered at less than 37weeks of gestation. 

Stillbirth (See Item 15). 
Induced abortion is defined as the artificial (willful or intentional) 

termination of any pregnancy before viability of the fetus. 
• Spontaneous abortion is the expulsion from its mother of a fetus 
or embryo weighing less than 500 grams (equivalent to 20 corn
pleted menst-ual weeks of gestation) or other product of gestation 
of any weight (eg, hydatidiform mole) irrespective of gestational 
age. without willful interference even ifa curettage or other interfer
ence was subsequently used to complete the abortion. "Miscar
riages" are to be reported in this item. 

If the last pregnancy was ectopic or molar, write 8 in the box. 

17. Number of months since last pregnancy ended:(98 or more = 98) 	 [11II 38~ 

Write in the boxes the number of months since the termination of 
the last pregnancy, whether it was the delivery of an infant, an abor
tion or surgical intervention for an ectopic pregnancy.
• If the last pregnancy was terminated more than eight ,ears ago, 
write 98 in the boxes. 
• If the current pregnancy is the woman's first, write 00 in the 
boxes. 



18. Contraceptive method mainly used before conception:

0) none 1) IUD 2)orals/injectables 3) female sterilization 

4)moale sterilization 5) condom 6) withdrawal/rhythm 

7 omless 
SWrite inthe box the number corresponding to the contraceptive
Witeod 	 i thquenxte numbecorte contcepti ve 

method nosz frequently used before conception
* 	 IUD: any intrauterine contraceptive device. 

injections of such* Orals/injectables oral contraceptive pills or 

substances aF Depo- Pruveia Im-edroxyprogesterone acetate). 
. Femralesteriliz-ition: any operation intended to cause permanent 

sterilization 	of the female partner i 
SMalesterilization: any operation intended to cause permanent 

Mlesterilization : pertn iconditionssterilization of the malemale partner 

* Condom: male sheath. 
* Withdrawal/rhythm: coitus interruptus/safe period (Even if the 
patient has been using these methods incorrectly, write 6 in the 
box.) 
. Foam/diaphragm/jelly: modern or traditional spermicidal prepa-
rations applied intravaginally or an intravaginal diaphragm or both. 
* Other: In the space provided, write the name of any other contra-
ceptive method, such as douche, commonly used by the couple. If a 
brand name is used, specify the type of contraceptive. Do not in-
clude such methods as lact, tion amenorrhea. 

Medical Data Items 19-26 

19. 	Primary antenatal condition: 00) none 02) placenta 

previa 06)antepartum hemorrhage 10) preeclamptic 

toxemia 11) eclampsia 14)urinary tract infection 

29) anemia 35) incompetent cervix 79)diabetes 

98)otherJ 41J
4"2 


* If the patient's antenatal condition is :'ormal and satisfactory, 
write 0 in each of the boxes. 
* If the antenatal conditions are unknown, write 9 in each of the 
boxes 


Record the antenatal condition as specifically as possible. 

If the patient has more than one antenatal condition, record the 

one that has the greatest clinical significance for the mother, rather 
than the fetus. 
. Placenta previa: Only, placenta previa diagnosed antenatally 
should be recorded. If the condition is not diagnosed until the onset 
of labor, this should be record-d under Item 25. code 2. Placenta 
previa is the implantation of any part of the placenta in the lower 
uterine segment. The term expresses the anatomic relationship be-
tween the placental site and the lover uterine segment. The placen-
ta encroaches on or covers (completely or partially) the internal cer-
vical os.This code includes low-!,/ing placenta, marginal, partial and 
total placenta previa with or without hemorrha-e. 
. Antepartum hemorrhage: Any antepartum blet, ..ig of uterine or-
igin that is not associated with placenta previa should be racorded 
here. Record the bleeding whether the etiology is known or not. 
. Preeclamptic toxemia: Preeclampsia or preeclamptic toxemia is 
defined as the development of hypertension with proteinuria or 
edema or both and which is attributed to the pregnancy. It includes 
both mild and severe cases. 
. Eclampsia Eclampsia is characterized by convulsions in a patient 
with preeclampsia that cannot be attributed to a condition such as 
epilepsy. 
. Urinary tract infection: This includes all infections of the urinary 
tract from the kidney to the urethra. 
. Anemia: This condition is characterized by small, pale red blood 
cells, low reticulocyte activity and repleted iron reserves. Serum 
iron concentration is below 60 ug/100 ml. Folic acid deficiency, 
megaloblastic anemia and other deficiency anemias, either ac-

Items 	18-22 5 

quired or hereditary, should be included. Sickle cell anemia and 
thalassemia should also be recorded. 

Incompetent cervix: This condition can he inferred from a pain
dilation and effacement of the cervix, usually in the second tri

mester, or from a history of repeated, relatively painless and blood
less second trimester aboTtions. If the condition is diagnosed, this 
code should be used regardless of whether or not surgical repair has 

been 	done.
 

•Diabetes: Both gestational and pieexisting diabetes should be re
corded. 

If in doubt, write to the IFRP and request a code assignment. 
If necessary, specify any details of the condition or any additional 

on the back of the form. 

-

20. Numberof previous cesarean sections: 	 F 

' Write in the box the number of cesarean sections before this 
pregnancy.
 
. If the patient has had more than eight cesarean sections previ
ously, write 8 in the box.
 
. Do not include cases where there was laparotomy in order to re
pair uterine rupture.
 

21. Estimated duration of pregnancy: 
(menstrual age in completed weeks)LL -11 

• If this item is recorded 99 (unknown), the form will be rejected 
and returned to the Contributor. 
. Duration of pregnancy is the number of completed weeks from 
the onset of the patient's last normal menstrual period to the day of 
delivery. If the date of the last menstrual period is unknown, esti
mate it from clinical evidence such as fundal height or fetal head 
size. 

22. Type of labor: 0)no labor 1)spontaneous 2)spontaneous,
 
augmented with artificial rupture of membranes (ARM)
 
3)spontaneous, augmented with drugs 4) spontaneous,

augmented with ARM and drugs 5)induced, with ARM 
6)induced, with drugs 7)induced, with ARM and 
drugs 8)other _so
 

. If this item is recorded 9 (unknown), the form will be rejected and 
returned to the Contributor. 
. Ifa patient has no labor, such as awoman undergoing elective ce
sarean section, write 0 in the box. 
• Spontaneous l3bor is defined as labor that began without inter
vention, even if it is later augmented by intervention. If the patient's 
labor was spontaneous, write 1, 2, 3 or 4 in the box. 

Induced labor is defined as labor initiated by the birth attendant 
by administering drugs (usually oxytocics). by artificially rupturing 
the membranes, or by both. If the patient's labor was induced, write 
5.6 or 7 in the box.
 
. If labor follows the administration of enemas or cathartics, do not
 
record it as induced or augmented.
 
• If labor started spontaneously, but drugs were given or amni
otomy performed to accelerate it, record it as spontaneous, not in
duced. labor. 

Recording data or multiple births 
Several questions on the Maternity Record Summary can be an

swered for more than one baby in the case of amultiple birth. All the 
questions of this type (ie, 23,27,29 and 30) refer to the baby who 
is delivered by the method described in Item 24. Item 24 refers to 
the most difficult delivery. When none of the births can be desig
nated "most difficult." all responses to items should refer to the 
firstborn infant. 

Complete an IFRP Multiple Birth Record for each baby. 



6 Items 23-24 

EXAMPLES:
 
- A twin delivery in which the firstborn is in the vortex position and
 
is delivered spontaneously, and the second is in the breech position

and icdelivered with forceps to the aftercoming head. All items will
 
refer to the second twin.
 

-A twin delivery in which both infants are in the vertex position and
 
both are delivered spontaneously. All items will refer to the first * 
Frank breech,
twin. also known as 
- A triplet delivery in which the first two babies are delivered spon- single breech
 
taneously at home, the third is retained in utero and delivered by ce- or pelvic
 
sarean section in hospital. All items refer to the infant delivered in presentation
 
hospital.
 

23. Type of presentation during labor: 0) vertex, occiput
anterior 1)vertex, occiput transverse or posterior
 
2)breech, frank 3)breech, footling 4)complete
breech 5)brow/face 61 transverse lie 7)compound8) other _E ] 

* The presentation of the infant whose delivery is recorded in Item
 
24 should be recorded here. Usually this will also mean the most
 
difficult presentation.
 
* The type of presen-ation during labor should be recorded, This is 
not necessarily the same as the presentation at delivery. If a
 
malpresentation is corrected, either spontaneously or by version or
 
rotation, so that delivery is normal vertex, then the malpresentation 0 Footling breech,

should be recorded, as
also known 
* Frank breech, also known as single breech or pelvic presentation. incomplete breech. 
* Footling breech, also known as incomplete breech. Note that Note that both
 
both double footling (both feet or knees are prolapsed into the vagi- double footling

na) and single footling (one foot or knee is prolapsed into the vagi- (both feet or knees
 
na) are included in this category. are prolapsed

* Complete breech, also known as double breech, full breech or into the vagina)
 
flexed breech, and single footling
. Transverse lie refers to oblique and "back-up" and "back-down" (one foot or knee 
transverse lies. is prolapsed into
 
. Compound presentation means that more than one part, such as the vagina) are

the arm and vertex, presented. included in 
. Cord prolapse should be recorded as 8) other, writing "cord pro- this category
 
lapse" on the line.
 

24. Type of delivery: 0)spontaneous 1)outlet forceps
2)vacuum extractor 3) mid- or high forceps 4) manual
 
rotation 5)breech extraction 6)cesarean section
 
7)destructive procedure 8)other FL 4 

* Spontaneous delivery is one in which the birth attendani does not 
assist beyond holding the baby, or in which the birth attendant 
facilitates the delivery manually. Do not include major manual ma
neuvers such as rotation or version. 
. Outlet forceps (low forceps) delivery means that the forceps are 
applied when the scalp is or has been visible at the introitus without 
separating the labia, the skull has reached the pelvic floor and the 
sagittal suture ihin the anteroposterior diameter of the pelvis. 
. Vacuum extractor refers to the use of a cup from which the air is * Complete breech,
partially evacuated after it has been placed over the infant's head. also known as
* Mia- or high forceps delivery means that the forceps are npp;ied double breech
when the head is engaged (mid-forceps) or not engaged (high full breech or 
forceps), but the conditions for outlet forceps delivery have 

-'2 
not flexed breech

been met. Any forceps delivery requiring artificial rotation beyond
450, regardless of the station from which the extraction is begun, is 
designated mid-forceps delivery.
 
. Manual rotation means a major manual maneuver such as rota
tion beyond 450. Do not include either internal or external version
 
in this code. These should be coded as 8) other.
 
. Breech extraction includes all maneuvers to assist the delivery of
 
the baby, including manual maneuvers to deliver the nead. If the
 



Items 25-28 7 

infant is delivered with no ass~stance from the birth attendant, the 	 ternal blood loss, Record the etiology of the blood loss in the space 
delivery should be recorded as 0) spontaneous If forceps are ap- provided.
 
plied to the aftercoming head, the delivery should be recorded as • Retained products is the failure to completely expel the placenta

1) outlet forceps and membranes within one hour of the delivery of the fetus, or
 
. Cesarean section includes classical, low transverse, and extra- failure to expel the second twin witnin 12 hours of the firs, infant.
 
peritoneal cesarean section and other abdominal methods of deliv-	 • If the placenta is removed manually or surgically within one hour
 
cry However, if there Is utenne rupture and the infant is delivered of delivery, do riot code as retained products.
 
by laparotomy, wiite 8} other in the box and describe the situation o Any complication that occurs that cannot be accommodated by

in the space provided Do not recod it as a cesarean section the above codes should be described in the space provided, and 8
 
. Destructive piocedores include craniotomy embryotomy, decap'- written in the box.
 
nation and aiy fitocedure which involves deliberate mutilation aInd 
death of t:e fetus, whether the fetus was alive or dead before the 2 Attendanta' delivery 0) none 1 nurSe 2) qualified 
p r' c eduii troldwife 3) student nurse/nildwife 4)p',amedic 

Includtis i 	 or * Ctii such situatiuntn as internal or extrrnal vcrslol 5) medicel student 6) general physiciai, 7) OR GYN 
symplhlyt; te'ioiy It also ilClUdo s laparotoi y for tel ie illiture Is ihysiCiian 8) other ... 
inetl d(.above Any iethod of delivery that calinOt h 'iccoin 
ni>nI nd by codes 0-7 ,tutldi be;(.itrded as 8 and delails geY in Record the appropriate number in) the box 
thu 	-puce provided If inoie than one peison attends the birth, record the person pri

rni ly iesponsible for the delivery 
P Midwife is defined as a nitirse who has had special obstetric train26 Prniyv (:lirrhtI:cLtinI otbtu(I,, a;t ilibr thver.; roneDo 	 tie mlwd poinq lbo d,,.'.) VIJt;}: I) 	 m r dI {)',i]Ingj 	 Do riot Include unitrained idw(Jives


1 irralnna~dnb~tri hur 2) pilit.uii) prf.vm IO tnt Iid irv
 
41ilriiptivhvn iti-rliof :)rntrahiJ>, a
3 ol:i tit,., ,i ton c tie birth attendant was student niL]s1 or student midwife,

-jI} r1.rraifii u lr:;ini(r:. ho: fl write ;n the box; was a nedical . 5tittrri rordirh 3 if it stdar 5 in) the box. 
i rtr,,-t.i ~tl- liiI .~ [---] MiY~edical strident is defined aS a persOnl w ir ha not yct received a 

medical degree (MD MR. ChB, etc)
 
I Paramedic refers to any person with medical training who is not a
 

* If i, r ' rai ' thail nift. Cluilihcatln i~sO the foll'iiiI piiti ! 	 liora. midwife, physicin or medical student 
apio2z to decide whim onirniar, 	 * (eieal physician refers to any person who has a medical degree 

-tar• FitCOIL Zh; cila , 1n0,. t n r .Orniltf)ii rtiat is. the potei 	 and no specithil.dl 1 aiiing .n obsteilics and gynecolog, 
tiall.' most hazardw. 'i 0 B'GYN ph\,iv,. ifi refers to aiiy person who has a timedical de 
. If. of the two or niwre condiatvio ; oan threatens thu mother and Utee and has or is receiving speciJlzed training in oiitetrcs and gy
one he fetus, recort the one that threatens the mother necology 
. If botha symptom and a niagnosed (.ondtioii 1 . includes any person who was the primary birth attendant are to be recorded, Othet 
record the diagnosed condition and fits Into none of the above categories, such a asocial worker, a 

policeman or a relative of the patient. 
EXAMPLES: 
* 	For hemorrhage and retained products, record retained products 

For placenta previa and hemorrhage, record placenta previa 
For hypotonic uterine contractions and r-rolonged labor, record Pregnancy Outcome Items 27-32 

hypotonic 	contractions 
For obstructed labor atid prolonged labor, record the obstraction 27 Brth weight in grams -62 

here. 
. NOTE: Placenta previa. placenta abruptio and obstructed labor NOTE: Do NOT estiniate wepight 
are always to be recorded as the primary complications Record in .;rns rha infant's weight within one hour of delivery. 
. Prolonged lahr Is defined for this study as active labor of toe Do not include the weight of cord clamps. swaddlings, etc. A con
than 18 f1ours 	 veision table from pounds and ounces to grams is given in Appen
* Obstructed labor is the Ilack of adequate progrIess of labcr be dix C Record the weight of all infants, inclUding those stillborn. In 
cause of cephblo- )etvic disproportion. the presence of pelvic mas- the case of multiple births, the weight of the infant whose delivery is 
ses or fetal size. siape, abnormalities or presentation, recorded in Item 24 should be recorded heru 
* Placenta pfevia i. the implantation of the placenta in the lower if weighing scales are not available or the infant was not weighed 
uterine segment. The placenta encroaches on or covers (completely for somne other reason, write 9 in each of the four boxes. 
or partially) the inteinal cervical os. Placenta previa is classified as 
marginal, partial or total. and ail forms should be recorded here EXAMPLES: 
. Placenta ab'dptio is the complete or partial detachment of the . For twins, when the spontaneously delivered firstborn weighs
normally implanted placenta from the uterine wall at 20 completed 1504 grams and the forceps delivered s'-condborn weighs 1753 
weeks or more of gestation 	 grams, record 1753 in the boxes 
. Recoid placenta abruptio in both its complete and incomplete If the weight equa;s or exceeds 9988 grans, record 9988. 
forms ano also situations where only the piacental margin is in
volved (marginal sinus rupture). 28 Sex of infantlslborn tumber of males 

Hypotonic uterine contractions (hypoactive uterine inertia) are at this delivery: (write number of each) 
those which are less than normal in intensity and/or frequency for cumber of females 
that stage of labor. 
• Kypertonic uterine contractions (hyperactive uterine ;nertia) are * Record the number of infants of each sex delivered, both live 
those which exceed the normal pattern of intensity and/or frequen- births and stillbirths. For example, if one male child is delivered, 
cy for that stage of labor. write 1 in box 63 and 0 in box 64. 
. Hemorrhage is the loss from the vascular space of more than 500 . For multiple births, complete a Multiple Birth Record for each 
ml of blood irrespective of the etiology or whether it is external or in- infant. 



8 Items 29-32 

. NOTE: If either of these two boxes is blank, the entire form will 
be rejected and returned to the Contributor 

* 	NOTE: Items 29 and 30 refer to Item 24 delivery 

29.Apgar score 9)not done at 1 minute 	 5 

(8 or lucre = 8) 
at 5 minutes 66 

* The Apgar score is a system of numerical evaluation that de-
scribes the status of the infant at one minute and five minutes after 
birth. A score of zero indicates aseverely jeopardized infant, higher 
scores, up to a maximum of 10. indicate progressively better cond!-
tions. The score should be given by someone other than tile one 
who delivers the infant so that each measurement can be obtained 
objectively. The one-minute and five-minute intervals after birth 
must be timed. 
. Each sign is given a score and the total of the five scores is the 
Apgar score. Record this number in the box. If tilescore is 8, 9 or 
10, write 8 in the box. 

APGAR SCO RE 

Criteria and Values 

S.. .. .31 

Sign 2 1 0 Score 

Heart rate 100 - 100 absent to 
inusculitat ioil 

Respiration yelling irregular, none 

M 
Muscl tone well 

flexed 
e 

inadequate 
some 

some 
tone 
tone 

ffrom 

flaccid 

Reflexes-sharp cry grimace none 
slap on feet 

.... . .. 
Color pink all blue hands pale 

over and feet blue 

Total 

30. Primary fetal/neonatal condition. 0) normal, or stillbirth 
with no apparent pathology 11fetal distress duringlabor 2)minor malformation 3) major malformation 
4) respiratory distress syndrome 5) isoimmunization 
6)neonatal sepsis 7) trauma 8)other For codes 
2),3), 7, 8),specify 

• If the infant is normal and liveborn, or is stillborn with no apparent 
pathology, write 0 in the box. Please do NOT code a stillbirth as 8 in 
this box. We can learn from Item 31 whether the infant is liveborn or 
stillborn, 
. Fetal distress during labor includes such indications as decelera-
tion of heart rate to less than 100 beats per minute, or a fetal scalp
pH of less than 7,2. Write the i,-dication of fetal distress in the space 
provided. 
. Minor malformations are those which do not threaten fetal sur-
vival, such as polydactyly, syndactyly, pes eqi iincvarus and luxation 
of the hip joint. Specify the malformation in the space. 
. Major malformations are those which threaten the life and nor-
mal development of the newborn, such as hydrocephaly, myelo-
meningocele, cleft palate and congenital metabolic error. Specify
the malformation in the space. 

• 	Respiratory distress syndrome (or pulmonary syndrome or hya
line membrane disease) is characterized by expiratory grunting, la
bored respiration, thoracic/abdominal retractior, cyanosis and/orcardiac failure accompanied by metabolic disorder. Record only re
spiratory distress that requires treatment.* 	Isoimmunization is the condition produced in the fetus as aresulk 
of exposure to maternal antibodies (for example. Rh, Hr, A-B and
those designated in other blood classification systems) 
. Do not include physiologic icterus of the newborn or cases inwhich the mother has antibody titers that do not produce changes
in the fetu,-lneonate requiring therapy. 
. Icterus (yellow sclera) is considered pathologic when the serum 
bilirubin level is 8.0 mg/i 00 ml serum 

Neonatal sepsis is a systemic response to any infection. 
Trauma means mechanical injury ,ccurring during delivery, such 

as a laceration from use of forceps or a broken clavicle (whether ac
cidental or intentional to facilitate delivery). On the line provided,
specify all details when trauma occurs. Do not include destructive 
procedures used to deliver the fetus and recorded in Item 24. 

If the infant's neonatal condition is not covered by any of the 
above conditions, write 8 in the box and describe the condition in 
the space provided 

D lUa,,o ,tus/newborn 01 none 1)antepartum, one
 
2) antepartum, two or more 3)intrapartum. one
 
4)intrapartuto, two o ,m e 5) postpartum, one 
6)postpartum, two or more 7)combination 
8) other -F_ 

Record in this box tile appropriate code for the number of fetal 
and neonatal deaths that occur before the mother is dischargedthe hospital, 

If there is a multiple birth of three or more infants and more than 

dies, write in the ma.gin how many died.
 
4Aitepartum means before the onset of labor.
 
Intrepartum 
 means during labor and before the infant is completely expelled from the m other.
 

. Postpartum means after the infant is completely expelled and
 
separated from the mother until mother's discharge from the hospital.
 
. NOTE: Codes 2. 4. 
6 and 7 cannot exist for a single delivery. If 
these responses are used with a single delivery, the entire form will 
be rejected and returned to the Contributor. 

32. Primary puerperal condition. 0)normal 1)fever requiring

treatment 2) bleeding requiring treatment 
 3)urinary
 
tract infection 4) mastitis 5)phlebitis 6)dehiscence
 
71 death (complete Death Report) 8) other 
 F.__[-7o
 

* 	 Write 0 in the box if the postpartum status is normal. 
Record the appropriate code if postpartum complications occur. 
Bleeding refers to bleeding occurring 24 hours or more after de

livery. 
. Urinary tract infection includes all infections of the urinary tract 
from the kidney to the urethra. 
• Mastitis refers to inflammation of the breast. Do not include nor
mal engorgement of the breast, even if accompanied by transitory 
fever. 
• Phlebitis refers to any venous inflammation or clotting in the ve
nous system of the legs or lower pelvis and includes superficial or 
deep phlebitis. 
* 	 Dehiscence refers to the separation or gaping of the incision, 
including episiotomy and cesarean section incsions. 
o If the mother dies. complete a Death Report (Appendix D) and at
tach it to the Maternity Record Summary. 



9 Items 33-38 

Special Studies; Items 33-35 

. The Contributor may decide to include on this form up to three ad

ditional items which are recorded in the Special Studies section. All 
questions, codes, and definitions are at his own discretion, although 
the IFRP may make recommendations. The IFRP must approve the 
use of all Special Studies before the study is initiated. 

Recorder's name 

The person who complete! 
should write his/her name lagii,1 

o Maternity 
on this line. 

Record Summary 

SPECIAL STUDIES?2 73 

34 
35, 

74 

75 

Additional Information Items 36-38 

COMPLETE THESE ITEMSAT TIMEOFD1SCHARGE 
36. Female sterilization. 0) none 1)before this delivery

2) at cesarean section 3) immediately after delivery
4) same day 5) 1-2 days later 6) 3-4 days later 
7) 5-9 days later 8) 10 or more days later 

* Write 0 in the box if the patient was not sterilized during her hos
pitalization for delivery. If the patient was sterilized before delivery.
write 1 in the box. If the patient was sterilized during a cesarean 
section, write 2 :n the bo,.. Otherwise, ,write in the box the code cor
responding to the number of days after delivery the patient was 
sterilized. Immediately after delivery is defined as within two hours 
of delivery. 
. Any operation which causes permanent sterilization should be re
corded here. However, if the patient is not sterilized during the ad
mission in which she delivered, even if she intends to return or does 
return after discharge for such an operation, do not record it in this 
item. 
. If an operation which produces permanent sterilization was per
formed, but not for contraceptive purposes (for instance, hysterec
tomy following a ruptured uterus), it should be recorded in this item. 
* If the patient died before discharge, write 9 in the box. 

37 Number of additional children wanted: (8ormore = 8) 

* An effort should be made to obtain a realistic statement of the 
number wanted. If the patient wants more children, but does not 
know how many, write 8 i; the box. If she wants as many as possi
ble or whatever God sends, write 8 in the box. 
* If the patient died before discharge, write 9 in the box 

38. Contraceptive method planned or provided: 0) none
1) IUD 2)or31s/injectables 3) female sterilivtion 
4) male sterilization 5)condom 6) withdrawal/rhythm 
7) ioam/diaphragm/ jelly 8) other 79 

• Record in the box the number corresponding to the method of 
fertility control used by the patient at her discharge, or the meth':J 
she plans to use after discharge, If at discharge she is not using an 
method of fertility control, record the method she plans to use. 
* Use the definitions given in Item 18, 
* If the response is "other." specify the method used or planned. 
* If the pstient intends to contracept but has not decided what 
method to use, write 9 (unknown) in the box. 
* If the patient died before discharge, write 9 in the box. 
* If the response to Item 36 is 1 through 8, the response to this 
item must be 3. 
. If the patient is sterilized during this admission, write 3 in the box. 
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Appendix A 

10 
INTERNATIONAL FERTILITV RESEARCH PROGRAM
 

MATERNITY RECORD SUMMARY
 

Please circle appropriate choices and 	l/in boxes and blank! 

PATIENT IDENTIFICATION: tlospit, l)rchncno ............... 
 ____ 2 Admission date3 	ah nt n m eday m onth year
3 Patient.s '..nif. Husband' name 

4 Address - -

STUDY IDENTIFICATION 24 	 Type of deivery 0) spontaneous 11 outlet lorceps5 Center .nd miinit rntiber - 2) vacerum extractor 3) mid- or high fooejPf's 41 manual 
S trotition 5)broch extraction d)cesarean section6 Studyru inhei 9 1 0 7) destructive rocodurr,8) ot'rer 0 i 

7 Patientni clt numbe r -'-i'7f 	 25 Primary conmh)dtioi of ab,)rand or delhiery 0)none 
T -  
B Dei~v,,ry , - -7 "" 	 1)prolonged obstitited labor 2) placeinta previa-L- L .n j!,- 3) placenta abtupto 4) hypcor : r-r*fnO contractions

ia" vtl , ,r 	 5) hypertorm.: uterine ,cntrac tilis (3)homorihage 
7) rti ned pr'acuc ts 8) oti'ri.'a(le ed vet,/t)9 Patn lt coi~r~i 	 I 

10 	 Paient s t ' 'iScht/veal Coripin'/i'to(/. 26 Attendant aidel verv 0) 	 o0: I t)iLirS; 2) quahfied
1) 1 21 -4 3 1 :. t! 5i9 0 1 2 o--'7ir 3) stuJ(e t r ieSO n wiiw ilir 4) pararnedlt 

7) 1' 
1 ; ioftica) studorit i',i gonora) plysicia-) 	 7) OSBUYN 

I I 	 Aq' atf;i:t ' i " ',, ,'r 1L,',;c' iar _ - ,h ic H; oa .8 ) ethil 

OBSTET 2,C HI ST ,RY t',i,h'S 	 vliI.:riI,-1i ,,,,rtrrl ,.f--- . -	 Wirt, ,r i ami;--- in 	 Iiiii ii" 

1
 lOTal hlv LItrlhl
,;_.__ 

-28 28 Sex of13 	 Childireh, rl(.w hIv ,,!: (,f nfai(s) ho-ri' rlhlleobj / t l. te
, a ,,p /,;' ,!,)unt ,, Of N, 11:,)hat 11111; jf feim'le 

j 2 9. Ar~qiir !;-)re Ji lrlt Iionil . 1Il(11 f.q 1b
14 Dui nI 1,I 	 .i , h, 1 

! lC

0) d Ito 11); fl3 F - it S trili" tx 

4) - 12 5) C -,i - W; 	 " t 30 PirnarV letdlriln'iiitai condition 0) ilorral, or stlbirtri

15 rwith no appziire'.- paithology 1) frtal distrose, (irlium15 	tNkuriLe; :tstllh t , ; .' ,,i 
 labor 2) minor rnalfornation 3, maoe malfoirnatnor
 
16 Ir * it oA 
 Ovini'Sly 'iruqriurif 	 4Orespiratory dstres, syndrome 5) isoirnrnunization

1) live burt ill , nib~in.ful 	
4) 

tern ,'U irq ";ierlie lirl,rirth full teri, i Sve ful tr~u2,', 	 6) neonatal sepsis 7;trauma3), 7), 8), specify 8)other Foi codes 
:JeceaS1,d 3)!vw ,irt hii-' r 	 , illl livin 4)hve !)rth 2,..),.. .. .. ...... ....
prernatiou Jeceased 51 ii' abortoion'o shlldirth 5 F7) sp.onltanr'ouj a'riton 9; idiotl1 

...... 
 ---]&!n, t 31 Death of fetus,,newborn 0) none 1 antepartum. one 
. . .. 
 352) antepartom two or more 3) intrapartum, one117Nu nm ; o o ic u l , p ie q a n u e d - '----r'-7 4) in tra par tu ri tw o or t Io rC. 5 ) p o stpartu m. on e 

98 or 00 L", 	 61 postpartu, n. two or more 7) combination
 
8) other ____
 

0) mordrac;iteiY) *ii.,t;1 o~ra's ' conceptilltO:lD 	 32O) (worie j 2! il!Oriable,:di; 	 ofnare1 	
fem[ale terjlh ation Primary puerperil condition 0) normal "Ifever; eqUring .. 

4)liii:ill ;teil tion 5:rf,' nd:,il ).,tlhirawat.-rhritt m t--treatrreilt 2)bleedin requiring treer'nent 3) urinary
7) ;wii' 8 oth.
)-	 3, tract infectior i4)ma;titis 5) phlebits 61 dehiscence 
7)death (complereDeath Report) 8) otherUmy

MEDICAL DATA
19 	 Pwi ary aiit-n.ta! condition 0) iuoiiO02) placenta' SFECIAL STUDIES
 

prewva 06 aitepaitum htrniuroaqe 10) piiclaiptic
 
toxerrir, 111elaropsia 14-)urinary tract mtifotion 
 33------29) anemia 35) incompetent cervix 79) dl;!hete,,.. ii 73 

98) other I , ------ 3.. 


20 	Number of previous cerua,ean 3rrctions i35 75 

2 1 Estimated duration of preqrancy 	 I-
Irnenstrua age m complted weeks) 46"-41 COMPLETE THESE ITEMSAT TIME OFDISCHARGE 

22 	 rype of labor 0) no labor 36 Female stetilization 0) none1) 	puntaneous 2) spontaneous. F2) e are se ) on 1)ebefore thisr deliverydehveryction afte
augmented with arficial rupture of menibranu (ARM) 2)at cesarean secion 3) tmedately after dehlvery
3) spontaneous. augmented with drugs 4) spontaneous. 4) ,ame day 5)1-2later days 
 6) 3-4 days later -augmented with ARM and drugs 5) induced, with ARM 7) 5-9 days later 8) 10 or more days later6) induced, with drugs 7) induced, with ARM and 37 Number of additional children wanted. (8ormore = 8) ?a
drugs 8) other 5_ H ,I m bd i 38 Contraceptive method planned or provided. 0) noneIn case of multiple birth, record the most difficult delir'.yr-y In 1) IUD 2) orals/injectables 3) female sterilizationItems 23, 24, 27, 29 and 30, and complete a Multiple Birth 4) male sterilization 5) condom 6) withdrawal/rhythmRecord for each child. 7) 'oam/diaphrargm/jelly 8) other _ 	 _, 

23. Type of presentation during labor: 0) vertex, occiput 
anterior 1) vertex, occiput transverse or posterior 

Recorder's name 

2) breech, frank 3) breech, fooding 4) complete-1breech ) brow/face 6) transverse lie 7) compound 
) oResearch 

11oPLEASE AIRMAIL TO. Inte"rationalFertiityliesearch Program, 
Triangle Park North. Carolina 21709 USA 

11MAT1i--kkx146 9/79 

http:aiit-n.ta
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INTERNATIONAL FERTILITY RESEARCH PROGRAM 11 
SHIPPING CONTROL SHEET 

- Pregnancy Termination Study 

N enstrual Regulation Study Center Number 

IUD Study 

Female Sterilization Study 
Male Sterilization Study Shipping Date 

Systemic Contraceptive Study 

Maternity Record 

ENCLOSURE INFORMATION 

ADDITIONAL
SHIPMENT STUDY ADMISSION ADMISSION FOLLOW-UP METHOD METHODNUMBER NUMBER FORMS INFORMATION FORMS LISTS LISTS TOTAL 

TOTAL
 
SPOILED
 

TOTAL - ALL FORMS ENCLOSED 

INVENTORY INFORMATION AMOUNT 
Total Number of UNUSED Admission Forms on Hand 
Total Number of UNUSED Follow-Up Forms on Hand 

SUPPLIES NEEDED (Check Box and Indicate Amount) 

FCR STUDY 
Admission Forms 
Follow-Up Forms 

Shipping Control Sheets 

Other, specify 

ADDRESS CHANGE 

Contact Person 
Center Name 
Address 
City, State or Province 
Country (ZipCode if in USA) 

SCS 2/76 
PLEASE AIRMAIL CONTROL SHEETAND FORMS TO: 

In terna tior.-al Fertility Research Program, Research Triangle Park, North Carolina 27709 USA 

11 
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INSTRUCTIONS FOR THE SHIPPING CONTROL SHEET
 
FOR MATERNITY RECORD STUDIES
 

Completed forms should be sent each month to the International Fertility Research Program. A 
Shipping Control Sheet (SC! -,hould be mailed with each package of forms sent. Please complete 
the SCS as follows. 

Center Number Record the number assigned to your Center. 

Shipping Date Record the date on which the forms are being sent. 

Enclosure Information 

1. 	Shipment Number-To h6lp ensure that no shipments are misplaced or lost, each shipment 
of forms should be numbered consecutively within each specific study. If a break in the ship
ment number sequence is noted, the Contributor will be notified and attempts made to locate 
the missing shipment. if a shipment cannot be located, the Contributor's duplicatc copies 
may be uJsed to obtain the data. 

2. 	 Study Number-List the appropriate study number vertically in this column. Several studies 
may be listed cin one Shipping Control Sheet. However. each separate package mailed 
should include a Shipping Control Sheet listing the contents of that package. 

Enter the total number of each type of form sent in the appropriate column. Blank columns have 
been left to allow for a tally of any special forms that may be used. 

Supplies Needed 

The IFRP recommends that a large enough supply of forms be mzintained by the Contributor, to 
cover a two to three month period. Since Center's volume may very at different times throughout 
the study, this section is intended to help ensure against depleting the supply of forms during the 
study. 

Address Change 

If there is a change of contact person or address, please note the change at the bottom of the SCS. 
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Appendix C 

CONVERSIUN CHART: Ounces to grams 

ounces
 

0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15
 
lb 

28 57 85 113 142 170 198 227 255 283 312 340 369 397 425
 
1 454 481 510 539 567 595 624 652 680 709 737 765 794 822 
 850 879
 
2 907 936 964 992 1021 1049 1077 1106 1134 1162 1191 1219 1247 1276 1304 1332
 

3 "1361 1389 1417 1446 1474 1503 1531 1559 1588 1616 1644 1673 1701 1729 1758 1786
 
4 1814 1843 1871 1899 1928 1956 1984 2013 2041 207( 2098 2126 2155 2183 2211 2240
 
5 2268 2296 2325 2353 2381 2410 2438 2466 2495 2523 2551 2580 2602 2637 2665 2693
 
6 2722 2750 2778 2807 2835 2863 2892 2920 2948 2977 3005 3033 j062 30J0 3118 3047
 
7 3175 3204 3232 3260 3289 3317 3345 3374 3402 3430 3459 3487 3515 3544 3572 3600
 

8 3629 3L,,7 3685 3714 3742 3771 3799 
3827 3856 3884 3912 3941 3969 3997 4026 4054
 
9 4082 4111 4139 4167 4195 4224 4252 4281 4309 4337 4366 4394 4422 4451 4479 4508
 
10 4536 4V64 4593 4321 4649 4678 4706 4734 4763 4791 4819 4848 4876 4904 4933 4961
 
11 4989 5018 5046 5074 5103 5131 5160 5188 5216 5245 5273 5301 5330 5358 5386 5415
 
12 5443 5471 5500 5528 5556 5585 5613 5642 5670 5698 5727 5755 5783 5812 5840 5868
 

13 5897 5925 5953 5982 6010 6038 6067 6095 6123 6152 6180 6208 6237 6265 6294 6322
 

16 7257 7286 7314 7343 7371 7399 7428 7456 7484 7513 7541 7569 7598 7626 7654 7683
 
17 7711 7739 


14 6350 6379 6407 6435 6464 6492 6520 6549 6577 6605 6634 6662 6690 6719 6747 6775
 
15 6803 6832 6861 6889 6918 6946 6974 7002 7031 7059 7087 7116 7144 7172 7201 7229
 

7768 7796 7824 7853 7881 7909 7938 7966 7994 8023 8051 8080 8108 8136
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Appemdix D 

INTERNATIONAL FERTILITY REE,:-,::1PROGRAM 

DEATH REPOR i 

Center Number
 

Study Number
 

Patient Order Number daj_
 

Date of Admission 

mday Mon,h1 ] year 

IFHP Form Numbej IIII I1I 
Date of Procedure EWH EE _ 

day month yeaf 

Details of Conditions Upon Admission: 

Pertinent Events an(" (reatinent From Admission ,o Deah: 

Date of Death:- - --- _ 

Cause of Death on Death Certificate: 

Contributing Conditions: 

Primary Conditions: 

Was an Autopsy Performed and if so, Specify Pertinent Findings: 

-Iditional Comments: 

DR 2/76 

PLEASE AIRMAIL TO: International Fertility Research Program, Research Triangle Park, North Carolina 27709 USA 



--
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Appendix E 

INTERNATIONAL FERTILITY RESEARCH PROGRAM
 
MULTIPLE BIRTH RECORD
 

Complete a separate form for each infant born in a multiple birth. 

IDENTIFICATION OF MOTHER: 1 Hospital or clinic no. 

3 	 Mother's name.......... 


4 	Address 

STUDY IDENTIFICATION5 	Center name -and number 
...........
.... 


6 	 Study number,-

7 	 Maternity Re(ord study number 7-

8 	 Mother's patient order number 
on Maternity Record II o10-14 

9 Delivery date j 	 -20 
day nhorith year 

MEDICAL DATA r-
10 Number of births this delivery LJ21 
11 	Birth sequence of this fanm' 1) first 2) second 

3)third 4) fourth 5) fifth 6) sixth Li 22 

12 	 Presentation of this infant during labor 0) ve-tex. 
occiput anterior 1) vertex. occiput transverse or posterior 
2)frank breech 3)footling breech 4) complete breech 
5)bro fvface 6)transverse lie 7) compound 8)other. 
specify ....... ____J23 


13 	 T-/pe of delivery thisinfant 0) spontaneous 1)outlet 
forceps 2)vacuum extractor 3) mid- or high forceps 
4) manual rotation 5)breech extraction 6) cesarean 
section 7)destructive procedure 8) other. 

specify ..........
 _ .24 


2. Admission date day - month year 

Father's name 

14. Birth weight: 	 f 1jjV(grams) 	 5-26-'--
5. Sex of this infant: 1) male 2) female 3) indeterminate 29]= 

16. Apgar score. 9) not done at 1 minute 
(8 	 or more = 8) 1

30 

at 5 minutes 
t I31 

For Items 17-18, use the following codes (0 may be coded 
for both items. No other codes should be repeated):
0) normal, or stillbirth with no apparent pathology 1) fetal 
distress during labor 2) minor malformation 3) major 
malformation 4) respiratory distress syndrome 
5) isoimmunization 6) neonatal sepsis 7) trauma 
8) other 

17 	 Primary fetal/neonatal condition (ifcoded 2. 3. 7 or 8, 
specify) 	 _ 32 

18 	 Secondary fetal/neonatal condition (ifcoded 2.3. 7 or 8, 
specify) _ L_.-

19. 	Fetal/neonatal death. 0) none 1)antepartum" 
2) intrapartum 3) postpartumL 

n 8 

Recor_,'sname:
 

PLEASE AIRMAIL TO. International Fertility Research Program,
Research Triangle Park. North Carolina 27709 USA 

MAT-201-kkxO22 1/79 



16 Multiple Birth Record items 	1-16 

INSTRUCTIONS FOR COMPLETING 12. Presentation of this infant during labor: 0) vertex. 
THE MULTIPLE BIRTH RECORD occiput anterior 1)vertex, occiput transverse or 

posterior 2) frank breech 3) footling breech 4) complete
breech 5) brow/face 6) transverse lie 7, compound 
81 other, specify 23 

The Multiple Birth Record should be completed whenever there See Item 23 of the instructions for the Maternity Record Summa
is a multiple birth Complete a separate Multiple Birth Record for ry for definitions of the various presentations (especially breech 
each baby. Fill in only one Maternity Record Summary for the prnsentations). 
mother. . The response to this Item is not necessarily the same as the one to 
Identification of the Mother Items 1-4 Item 23 of the Mateitdy Record Summary, since that refers only to 

the presentation of the infant who was the most difficult to deliver. 
This information In the upper box is not mailed to the IFRP. The 13 Typeof delivery this Infant 0) spontaneous 11out!et
 

information shuld be the same as that on the mother's Maternity forceps 2) vacuum 
 extractor 3) mid- or hiqh forceps

Record Summary. 
 41 manual rotation 5) breech extraction 6) cesarean 

section 71 destructiv procPdure 8) other. 

Study Identification Items 5-9 	 ec.i.fy ___ __......................._.
 

5. Ceter name- . .. .. . and number: F77 "- - See Itern 24 of the Instructions for the Maternity Record Summa
ry for definitions of the methods of delivery. 

rite rhe nan- outthe Center on the :ite Fill in the uiq~ue three- The resootise to this Item is not necessarily the same as the one to 
digit nurnbe. ascignel to the Ceinter in the three boxes on the right Item 24 of the Maternity Record Summary, since that refers only to 

the nethd of delivery of ihe infant who was the most difficult to 
deliver 

6 EXAMPLE: The first twin is in vertex position and is satisfactori-
The study number Tor *he MuLilt !, Bi h R,'corcl will l:.,1 as.ctlec lly delivored sIontaneiisly. The second twin is in the breech posi

by the IFRP All MultIp;i. ROh h(;, erda v.ill h,.. e h .i roe study tiO1 and I; delivereo by cesarean section. The correct coding is as 
number, unless a special study is undertaken follows 

-7. Maternity lecordstudy number L.L - Item First twin Second twin 

* This is the saine Lree-digit number found in Item 6 of the Mater- 10 2 2 

nity Record Summary. 11 1 2 

12 	 0 2 

8. Mother's patient order nurnber (or 3 or 4)
 
on Maternity Record: LLL 1,--4 13 0 6
 

* This is the same five-digit number found in Item7 on the Materni- 14 Birth weight: (grams) III I 0" 
ty Record Summary. 

• Record birth weight in grams within one hour of delivery. 
9. Delivery date: 	 --- [ j [ ,,- • Do not estimate weight. 

day month year 	 Do not include clothing, swaddling, etc. 
If the baby was not weighed, write 9999 ir. the boxes. 

* This is the same date found in Item 8 of the Maternity Record TThe response to this item is not necessarily the same as the one to 
Summary. Item 27 on the Maternity Record Summary, since that refers only to 
. Note that Items 5-9 MUST MATCH EXACTLY the appropriate the most difficult delivery.
items on the Maternity Record Summary, or the computer will re- . Record birth weight of this infant only, not total weight of all 
ject the entire form. infants born this delivery. 

Medical Data Items 10-19 15 Sex of this infant. 1)male 2) female 3) indeterminate 0 2. 

10. Number of births this delivery: 	 El' If this infant is a male, write 1 in the box. Write 2 in the box if it is a 

female.Write ': the :,x the number of infants delivered; write 2 if twins • If the sex of the baby cannot be determined (because of macera
were born, 3 if triplets, etc. tion or congenital ambiguity), write 3 in the box.
 

00 or 1 should never be written in this box.
 

16. Apgar score: at 1 minute 	 3011. Birth sequence of this infant: 1) first 2) sccond 	 9) not done (8 or more = 8)
3) third 4) fourth 5) fifth 6)sixth [j22 	 at 5 minutes[H 31 

* Write in the box the order in which the infant was born in this de- See Item 29 of the Maternity Record Summary for instructions 
livery. If the infant was the second of triplets, write 2 in the box. on how to derive the Apgar score. 
. Do not take into account the number of chilaren the mother has • Write the score for this baby at one minute and at five minutes in 
borne before this delivery. Count only the present delivery, the appropriate box. 



Multiple Birth Record Items 17-19 17 

" If the baby dies before the evaluation is made, write 9 in the box. 
" If the score is 8,9 or 10. write 8 in the box. 

" For Items 17-18, use the following codes (0 may be coded for 
both items. No other codes should be repeated): 0) normal, or still
birth with no apparent pathology 1) fetal distress during labor 
2) minor malformation 3) major malformation 4) respiratory dis
tress syndrome 5) isoimmunization 6) neonatal sepsis 7) trau
ma 8) other 

17. Primary fetal/neonatal condition (if coded 2, 3.7 or 8. 32specify)-

* For definition of the conditions, see instruction for Item 30 of the 
Maternity Record Summary. 
. Record in this item the primary condition of this infant. If the 
infant has more than one condition, record the most severe (clini
cally most significant) in this item, and the less severe, or secondary 
condition, in item 18. 

18. Secondary fetal/neonatal condition (if coded 2, 3,7or 8.
 
specify): Z 3
 

* Follow the directions for Item 1 7 above. 

19 	 Fetal/neonatal death: 0)none 1)antepartum"
 
2) intraparturn 3)postpartum D ,
 

* The response to the item should be consistent with that of Item 
31 on the Maternity Record Summary. This item refers to only one 
infant, however, and Itm 31 on the Maternity Record Summary 
refers to all the infants born at this delivery. 
. See the instructions for Item 31 of thn Maternity Record Summa
ry for definitions of the terms. 

Recorder's name: 

* The name of the person completing this form should be written 
legibly on the line. 
. Attach the two or more completed Multiple Birth Records to the 
appropriate Maternity Record Summary, and mail them with the 
regular monthly shipment to the International Fertility Research 
Program. 


